MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _E63..0373'79

L] Al
EPARTMENT OF PUBLl: H:ALTI:II m:: WEL FARE oion D . JOO 4- STATE EILE NUMBER
DO NOT WRITE egistration Dis - T—. .3_1_8)’nmaw Registration District No. 3 _Registrar’s No. !9: i

ON THIS STUB AMENDED -

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whuro d-cnud lived. 1f institution: Residence before
». COUNTY : a. state Misgsouri . counry admission)
b. C(I)? {If outside corporate limits, give TOWNSHIP only) Length of stay in th < CCI,LY Inside Limits
1OWN TOWN St, louis 7 -
87, 10UIS MO, . . Yo B No OO

¢. FULL MAME OF ([f NOT in hoshital, give location) Inside Limity d. STREET (¥ cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS :

WSIITIONG 1 1 OUIS. CITY. HOSE.41 Yer [3g N [} 1,823 Natural Bridge |van n(E

3. NAME OF DECEASED . Firmt A Middle Last 4. DAYE Month Day Year

[Type or print} . OF .
CHARLES Je BOONE DEATH 9 22 1963
5. SEX 6. COLOR OR RACE 7. Married Never Married [] |8, DATE TH | 9- AGE [las? birthday) | IF UNDER T YEAR IF UNDER 24 HR
Male White Widowed Divorced [ §-f§i‘i b Months | Days | Hours | Min.

10&. USUAL OCCUPATION (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state o coentry) | 120 CITIZEN OF WHAT COUNTRY
doring R e DR g yeon 1 retired) S Piggott, Arkansas. US A
132, FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME T4 NAME OF %usamn OR WIFE
Dan Boone Ella Lusk ) Rebecca

15. WAS DECEASED:EVER N U.5. ARMED FORCES? »[16. SOCIAL SECURITY'NO. | 17. INFORMANT Address

{Yes, ﬁ' of unknown)l[lf yﬁﬂe war or dates of service) Unknown Fred Boone, h823 Nat.ural Bridge,

8. CAI.ISE OF DEATH (Enter. only one cause por line far {a), (bi, and [c). INTERVAL BETWEEN

9AR‘ |. DEATH WAS CAUSED BY: .- — - QONSEYT AND DEATH
IMMEDIATE CAUSE (a) (. M Vot W
Conditlons, if any,}  DUE TO (b) M

which gave rise to
above cause (a), - - A
stating the under-

lying cause last. OUE TC (<)

PART Il. OTHER SIGNIFICANT CONDITIONS- CONT!IBUTING TO DEATH but not related to’ the terminal | PARY HL. tf decesssed was famale 'was
disease :ond:rlon Phven in PART 1" LL . _. there a pregnancy_in last §0. deys.- -

e m e ]DvesINNoIDUnknown'

10. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20%. DESCRIBE HOW INJURY OCCURRED. [Enter nature of injury in PART 1 or. PART I} of .item 18.)
PERFORMED s a 0. [a] ]
* YES O NO : . . - .-

20 TIME OF  Hoob — Month, Day, Year |
INJURY am.
. p.m.
' 20e. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
20d. mjiﬁ%YA?c\gg%RKE% = farm, factory, street, office bidg., ete.)
NOT' WHII.E AT WORK [] .

21. | attended the decened from_am__—. o_ﬂzm—_.nnd last” saw I-um alive on 9/22/63

Death cccurred .1___633]_pm= m on the date stated sbove, and fo the best af my knowledge, from the causes stated.

22a. SIGZ‘:URE ‘ y f pmﬂe%p X . %;DR;S;FHEITE AVE. g = 917295765;;NED .

37, BURIAL, CREMATION, | 23b. DATE T3c. NAME OF CEMETERY- OR CREMATORY ] 23d. LOCATION (City, tawn, or. county} (State)

REMOVAL (Specify) . -
- i metery | Pra uld, Arkansase
24. FUNERRIAaLIgaYgC]);! 9 23-63 ADDRESS leood Ggﬂs DtATE RECD. BY LOCAL REG. %ﬂ.ﬁﬂs IGNA
Albert H. Hoppe Inc., L700 Washington, Blvde SEP 24 1963 ,wf 5&4% /7 2.

(Li d Embalmer’s § on Reverie Side)
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MEDICAL CERTIFICATION

g

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




* STATEMENT BY LICENSED® EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

" or by “ ., Student Embalmer No._—____ "™

.

work'i-ng under my personal supervision.

——
Student — _

Signature of Student Embalmer

- Lo . Licensed Embalmer 7/1- f\j .
“ " R POAddress M 77(0

P N

L]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hIS ‘OWN HANDWRITING (Fallure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also_shall sign in his-OWN handwmmg
If. this body-is not embalmed, fact should be so stated above.




